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International Cooperation in
Health and Medical Care

ETSUKO KITA

he global population now stands at more than 6 billion. These

people are spread across over 190 countries, but only about 30

of these are industrialized with annual per capita incomes of

over $10,000; their combined population is barely more than
600 million. In sub-Saharan Africa, meanwhile, which is home to about
the same number of people, only Botswana, Gabon, Namibia, South
Africa, and Swaziland have per capita incomes of over $1,000, according
to the World Bank; in the more than 40 other nations in the region the
equivalent figure is just a few hundred dollars.

Medical care is generally understood to be the application of special-
ist medical knowledge and techniques to cure illnesses afflicting individ-
ual people. But in order to provide good medical care anytime, anywhere,
to anyone, on a long-term basis, large-scale systems are required. It is not
enough simply to have doctors and nurses with the necessary skills and
hospitals and clinics with certain equipment. To treata patient properly,
there must be constant supplies of water, electricity, and gas; medicines
must be transported and stored in the correct conditions; and the tech-
nology and infrastructure needed to produce and distribute glass, plastic,
and other materials used in medical treatment must be available. There
also needs to be a system for transferring patients between general hospi-
tals and facilities offering advanced, specialist care. In recent years, while
scientific and technological progress has enabled the development of
highly sophisticated treatments, this hasalsoled toa spiraling of medical
costs. In industrial countries all possible means are available to treat each
sick individual, the price for which in annual medical costs now runs to
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several thousand dollars per person. The application of such a system to
the less developed countries is clearly not a viable option at the present time.

Public health generally means systems of scientific knowledge and
technology used to maintain, improve, or restore the health of whole so-
cial groups. In the field of international cooperation, however, the term
refers to the health situation of a group as a result of the application of
these systems. International health, the theoretical basis for cooperation
in the fields of health and medical care, is a subdiscipline of public health
that deals with how health problems relate to levels of economic devel-
opment.

Poorer countries have just as much need for medical care as the richer
ones. But it is a fact that assistance for developing countries unable to pro-
vide costly medical care anytime, anywhere, to anyone tends to prioritize
public-health-type measures to protect the well-being of large numbers
of people for relatively little outlay. This is not just an issue of cost. The
level of people’s understanding of how to protect their own health is an-
other important factor. Although exchanges of highly advanced technol-
ogy among industrial nations can also be regarded as being part of inter-
national cooperation, here I will focus on health issues in developing

countries.

HUMAN SURVIVAL AND HEALTH

Around 2,000 years 2go the human population is thought to have been
about 300 million. Not until the middle of the seventeenth century did
the number of humans reach 500 million, and it took a further two cen-
turies years before the 1 billion mark was breached. Leaving aside short-
term, localized population spikes, from the time humankind first ap-
peared until the modern age, the rate of population growth had never
risen above 0.1%.

The Industrial Revolution transformed societies and individual
lifestyles, however. Industrial development engendered new cities; ad-
vances in transport and telecommunication technologies empowered
communities to overcome hunger; and progress in science, especially in
medical knowledge and technology, enabled humans to understand the
causes of epidemics and other states of ill health and to come up with
countermeasures. Globally, humankind was able to tackle the roots of ill
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health, such as hunger, infectious diseases, and poor sanitation, and peo-
ple took charge of their own health. Population growth accelerated, and
the 1 billion people of the nineteenth century became 2 billion in 1930, 3
billion in 1960, 4 billion just 14 years after that, and 6 billion by the end
of the twentieth century.

Industrial development, ironically, has also brought new health risks.
Urbanization led to the appearance of slums; people became exposed to
harmful chemicals; and the environment was destroyed by exploitation
and the release of pollutants. This has resulted in global warming and a
drastic increase in droughts, floods, typhoons, hurricanes, and other nat-
ural disasters all over the world. These are problems whose solutions are
beyond the scope of medical specialists.

Although it is in essence a medical problem, the emergence of HIV has
changed basic assumptions around the world. HIV and AIDS are nothing
more than a new virus and a disease caused by it, but prejudice against
those afflicted has made it a human-rights issue; the link with the sex in-
dustry staffed largely by poor women has made it a gender and a poverty
issue; the high rate of infection among younger age groups—those on
whom the continued functioning of society depends—has made it an
economic and development issue; and arguments over trade and intellec-
tual property surrounding the use of expensive AIDS drugs have made it
a cross-border issue. HIV/AIDS in developing countries is not so much a
medical problem as a political and social problem on which the very sur-
vival of communities depends.

Other threats to the life and health of humanity that seem to be in-
creasing worldwide include emerging diseases like the Ebola virus, E. coli
0157, and bovine spongiform encephalopathy; reemerging, old diseases
whose pathogenic organisms have acquired drug resistance like malaria
and tuberculosis; and shortages and poor quality of water and food. On
top of these, global warming is predicted to lead to such health problems
as the spread of malaria.

Furthermore, since the breakdown of the qud War hegemony, there
has been an increase in complex humanitarian emergencies around the
world caused by conflicts over ethnic, religious, or other differences. CHEs
are being viewed as a new form of man-made disaster in which conflicts
are fought not between armies of professional soldiers but between ordi-
nary citizens and in which even the safety of aid providers is sometimes
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threatened. In industrial countries, meanwhile, major accidents involving
jumbo jets and mass-transit systems are an ever-present danger. Terrorist
acts involving highly destructive weapons or other unpardonable tactics
may also be regarded as a kind of disaster. Inasmuch as such acts could
lead to the loss of many lives, they relate to health and medical care and
must also be approached from such angles.

One offshoot of globalization has been to accentuate the issues of
poverty and health. The 1993 edition of the World Bank’s annual report,
Investing in Health, showed that the people who are most disadvantaged
in health terms are those in absolute poverty (with income of less than $1
a day), many of whom are women. Since the health problems that affect
the largest numbers of people cannot be solved without improving
women'’s status and tackling poverty, these tasks now constitute a key as-
pect of development assistance in health and medical care. As Figure 1
shows, economic development helps to reduce infant mortality, but pop-
ulations in developing countries, where many people are poor, continue
to grow, and those in absolute poverty still account for about 25% of the
human population.

In such circumstances, the focus of international cooperation in health

FIGURE 1
The Role of Improvements in Income in Reducing Infant Mortality Rates

Infant morality rate
(per 1,000 births)

200 -
1952 {36 countries)
150 L Mean income in 1952 = $1,534; predicted IMR = 144
100 + Predicted IMR (at 1992 mean income) = 116
1992 (IOI_ETETES) Predicted IMR (at 1952 mean income) = 62
T
50 - D = At
Mean income in 1992 = $2,561; predicted IMR = 55 -
0 1 1 1 ]

$1,000 $2,000 33,000 $4,000
GDP per capita, adjusted for purchasing power
{in 1985 international dollars)

Source: WHOQ, World Health Report, 1999.
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and medical care should clearly be on public-health efforts conducted out-
side medical facilities, rather than on medical care in hospitals. Whatever
means are chosen, the ultimate goal of these efforts must be to help peo-
ple improve and maintain their physical and mental well-being, which is
a basic human right. The respect of basic rights is indispensable for the
development of a sound society, and harmonious social development is,
in turn, indispensable for sound human physical, mental, and social de-
velopment. Cooperation in health and medical care, therefore, is neces-
sary not only to tackle health problems at the individual level but also to
advance the development of local communities and nations and, by ex-
tension, to construct stable international relations.

COOPERATION OVER THE YEARS

In the past health and medical assistance provided to the developing world
took the form of philanthropic or missionary work by benevolent figures
like Albert Schweitzer and Mother Teresa or, as in the case of America’s
anticommunist activities in Indochina, formed part of efforts to curry fa-
vor with local populations. Later, in the 1960s, industrial nations sent food
aid to Africa when it was gripped by drought and famine; around 1970
help was extended to victims of natural disasters, such as the massive cy-
clone that hit Bangladesh; and in the 1970s humanitarian assistance was
provided to alleviate the by-then chronic plight of African refugees. These
efforts sprouted official-development-assistance programs and inter-
national nongovernmental organizations. In particular, the realization
that low levels of development and poverty often caused or exacerbated
emergency situations convinced people of the need to shift from tempo-
rary humanitarian aid addressing the symptoms of crises to long-term de-
velopment addressing the causes. In the health field, the recognition that
the training of local residents and establishment of systems to deal with
emergencies were of greater importance than medical care administered
by outsiders led to the new concept of community health.

In the 1970s donors came to realize that their aid was not reaching
those who truly needed it—the poorest people—and thus even in the
fields of health and medical care, people began to focus increasingly on
human-development and welfare indicators like infant and under-five
mortality rates, average life expectancy, and literacy rates.
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Basic human needs was the first expression of these ideas. First advo-
cated by the U.S. Agency for International Development, BHN was sub-
sequently adopted by the International Labor Organization and the World
Employment Conference in 1976. Staying healthy is obviously a vital ele-
ment in maintaining a minimum standard of living, and promoting good
health subsequently became a cornerstone of international cooperation.

Primary health care has been the most noteworthy manifestation of
BHN in the fields of health and medical care. In 1978 it was touted as a
practical strategy for achieving the target of “health for all by the year
2000,” which was established by the World Health Assembly in 1977. Un-
like medical care, which treats individuals suffering from illness, PHC is
a model that aims to involve individuals in their own health care and en-
able them to prevent illnesses and promote their well-being through their
own efforts; it does not require advanced medical technology. The phi-
losophy of PHC posits that promoting people’s well-being is crucial not
only for economic development but also for improving the quality of life
of individuals, families, and communities. It implies that people should
look after their own health and that reasonably priced health and medical
services should be maintained through voluntary community participa-
tion, PHC is the first health service people are exposed to, and so it aims
to become part of people’s daily lives and to provide a constant level of
services. |

A practical PHC strategy requires the participation of local people, a
targeting of needs, the effective use of resources, and cross-sectoral coop-
eration. It also encompasses such issues as (1) health education, (2) ma-
ternal and child health, including immunization and family planning,
(3) environmental sanitation, especially food and water, (4) the employ-
ment of community health workers, (5) the promotion of nutrition, (6) the
appropriate treatment of common diseases and injuries, (7) the prevention
of local endemic diseases, (8) the provision of essential drugs, and (9) tra-
ditional medicine.

PHC should be seen not only as the backbone of a nation’s health sys-
tem but also as a pillar of social and economic development policies for
particular regions, alongside such considerations as housing, transport,
agriculture, telecommunications, and education. PHC still forms the basis
for health-care efforts in developing countries, but it must be admitted
that enthusiasm has waned somewhat among national governments and
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FIGURE2
The Rich-Poor Gap in Key Health Indicators

Rich countries {A) Poor countries (B) B/A
Per capita income ($) 34,172 162 1/211
Under-5 mortality rate
(per 1,000 births) 5.2 215 41
Infant mortality rate
{per 1,000 births) 5.0 135 27
Average life span (years) 77.5 44.2 0.57
Literacy rate (%) over 99 42.2 0.43
Total fertility rate 1.6 6.4 4
Maternal mortality rate
(per 100,000 births) 6.3 785 124
Underweight newborns {%) 6.0 16.3 2.7

Source: UNICEF, The State of the World’s Children, 2001.

Note: The “rich” and “poor” countries are the 10 countries whose per capita incomes were, respectively,
highest (Australia, Belgium, Denmark, Germany, Japan, Luxembourg, Norway, Singapore, Switzerland,
United States) and lowest (Burundi, Chad, Democratic Republic of Congo, Ethiopia, Malawi, Mozam-
bique, Niger, Rwanda, Sierra Leone, Somalia) in 1999.

international organizations since the original goal of health for all by 2000
was not met.

The Expanded Program on Immunization, which has been conducted
on a selective basis, is one successful manifestation of PHC. Following the
eradication of smallpox, polio is expected to be eliminated soon. In many
cases, however, a lack of knowledge on the part of parents, unhygienic en-
vironments, reduced resistance to disease due to malnutrition, and other
factors have created conditions that are ripe for major outbreaks of tu-
berculosis, measles, polio, diphtheria, whooping cough, and tetanus—all
children’s diseases that can be prevented through immunization.

The health of large numbers of children has also been addressed by the
United Nations Children’s Fund (UNICEF)’s GOBI (growth monitoring,
oral rehydration therapy, breast feeding, and immunization) strategy, but
the issue of mothers’ health was largely neglected. It was not until the
1990s that measures to improve women'’s health made progress.

As shown in Figure 2, the maternal mortality rate (the number of
women who suffer pregnancy- or childbirth-related deaths per 100,000
births) is more than 120 times higher in the 10 poorest countries than in
the 10 richest, an even starker discrepancy than that seen in the under-five
mortality rate, where the equivalent figure is 41 times. According to re-
vised estimates issued in 1996 by the World Health Organization and
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UNICEEF, the average maternal mortality rate in Japan was 8§ between 1980
and 1998, while in Afghanistan it was 1,700, in Nepal 1,500, and in Bolivia
650. A simple comparison reveals that the risk of childbirth was 213 times
higher in Afghanistan than in Japan, 188 times higher in Nepal, and 81
times higher in Bolivia.

The WHO reported that 585,000 women die around the globe each
year from pregnancy and childbirth, including unsafe abortions. Several
times more suffer from aftereffects or other problems. One in 50 women
in developing countries dies from abnormalities, complications, or side
effects of pregnancy or childbirth, compared with one in 2,700 in indus-
trial countries. This shows just how hazardous pregnancy and childbirth
can be for women in poor nations.

At the International Conference on Population and Development in
Catro in 1994 there was broad agreement on the need to reduce such
deaths, expand reproductive health services to all regions, raise education
levels among women, and push ahead with efforts to promote gender
equality.

The concept of reproductive health covers much more than just
mother-and-child health care. It aims to enable people to have the num-
ber of children they want, when they want them and to ensure that women
can give birth safely without being threatened by illnesses of the repro-
ductive organs, unsafe abortions, or sexually transmitted diseases like
HIV/AIDS. One special feature of the ICPD was an agreement on the no-
tion that the key to solving population problems is to give women more
control over their lives, including childbirth. In particular, the inter-
national community publicly recognized for the first time that women’s
and mothers’ health must be approached not just as a health and medical
issue but as something inherently linked to the social environment in
which women exist and that it requires a wide range of measures span-
ning a variety of fields.

At the Fourth World Conference on Women in Beijing in 1995, sev-
eral problems were identified as common to poor urban households and
rural families: food shortages, especially the fact that women do not get
the same share of food supplies as men; a lack of access to safe drinking
water, health facilities, and fuel supplies; poor housing; and health con-
cerns stemming from the environment in which they live. It was pointed
out that all of these problems place an excessive burden on women, threat-
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ening their health. The Beijing conference’s proposals on development
were comprehensive and wide-ranging and aimed at improving the social
status of and empowering women. The proposals included increasing the
budget for social services and health care—in particular putting more
effort into BHN in poor regions—and paying more attention to repro-
ductive health. |

These currents are linked to the realization that gender is an inalien-
able aspect of development cooperation in health. As shown in Figure 3,
it is impossible to achieve sound social development without efforts that
address economic development, improvements in health and medical
care, and issues like gender, ethnicity, and social class.

INDICATORS OF HEALTH

According to the WHO, “Health is a state of complete physical, mental and
social well-being and not merely the absence of disease or infirmity.” In
developing countries, though, women who would be diagnosed as ane-
mic by the standards of industrial nations and children who are clearly
malnourished live quite normally; sometimes they are even engaged in
heavy labor. What is the best means of measuring their health?

In the past, pediatricians were taught that the infant mortality rate re-

FIGURE3
The Three Elements of Development

Development | ,q-<------ gssg;i };:;lf; _ | People’s happiness
~ ~ | Social development

(well-being)

-
-
- - |

S

é IE Health, medical care

Gender, social class, ethnicity

Source: Atsuko Aoyama, Hiroko Hara, and Etsuko Kita, Kaihatsu to kenko (Development and health)
(Tokyo: Yuhikaku, 2001).
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flected not only a country’s health and medical standards but also how
civilized it was. The IMR expresses the number of children per 1,000
births who die before their first birthday. Japan’s rate was more than 150
until the Taisho era (1912-26), but it fell below 100 around 1940, to 30.7
in 1960, to 10 in 1975, and to 3.4—among the lowest in the world—in
1999. Moreover, Japan is one of the few nations where there are no major
regional variations in infant mortality.

The health of a child in its first year of life is heavily influenced by the
health and living standards of the mother during pregnancy and by the
environment in which the child spends the time just after birth. Conse-
quently, the IMR is thought to reflect the level of development of a given
region, group, or country at a given time. Life expectancy, meanwhile, is
the average number of years that survivors of a given age group will live,
and life expectancy at birth is the average expected life span of newborn
babies. Children who live past infancy have already overcome a period of
major danger, and their chances of survival increase after that. However,
afflictions that have largely been overcome in industrial countries—such
as measles and other diseases that tend to affect children, acute respira-
tory infections like bronchitis and pneumonia, diarrhea, and malnutri-
tion—are still major killers of children in developing nations. The under-
five mortality rate proposed by UNICEF is often used to reflect the health
situation of young children in these nations. ,

The finding that increases in female literacy rates are closely related to
decreases in infant mortality—derived from data on numerous develop-
ing countries in the 1980s—raised interest in the issue of women in de-
velopment, a concept that has since evolved into the twin ideas of women’s
empowerment and reproductive health rights. The indicators commonly
used to gauge women’s health are the total fertility rate (the average num-
ber of children women give birth to in a lifetime) and the maternal mor-
tality rate. There are numerous other detailed indicators, but for getting
a quick grasp of the state of health and health-related services in a given
country, these two are the most useful.

THE FUTURE OF HEALTH COOPERATION
Comparing patterns in causes of death in developing and industrial coun-

tries as a whole reveals that while 93% of illnesses occur in developing na-
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tions, just 11% of total global health and medical spending is used to treat
them. In developing countries, one-third of all deaths are caused by in-
fectious diseases, and more than 14 million children lose their lives to in-
fectious diseases and malnutrition every year. This is equivalent to about
40,000 deaths every day, or 1,600 deaths every hour, from afflictions that
either do not occur in industrial countries or, if they do occur, do not
claim large numbers of lives.

Such conditions are akin to those that existed before industrialization
brought on major changes in the social structure, lifestyles, and disease
patterns and are characterized by a vicious circle of poverty and the poor
state of public health infrastructure. In industrial nations, meanwhile,
most disease-related deaths are caused by chronic or so-called lifestyle
illnesses, including malignancies, cardiovascular diseases, mental disor-
ders, and arthritis. Knowledge of changes in the structure of disease stem-
ming from this epidemiological transition and of the background to them
is vital for those engaged in international cooperation, for in some devel-
oping countries, longer life spans and lower birthrates are making diseases
normally associated with industrialized nations more prevalent.

Other factors that are complicating the task of improving the health
situation in developing countries are the global HIV/AIDS epidemic; the
spread of habit-forming substances like tobacco, alcohol, and narcotics;
work-related accidents; new health issues like large-scale traffic accidents
and pollution; and emergencies that can strike both industrial and devel-
oping nations, such as natural disasters, war, internal unrest, and terror-
ist attacks.

It is not only death but also the burden of disease that pose a major
threat to developing countries’ social development. Figures for disability-
adjusted life years—an indicator that quantifies these effects and is useful
in formulating health policies—show that infectious diseases account for
71% of lost DALYs in sub-Saharan Africa, while the equivalent figure in
developing countries with established market economies is just 10%.

The health of the world’s 6 billion humans is in a constant state of flux.
Health transition is a term that encapsulates epidemiological changes and
changes in the population structure. Estimates suggest that by 2020 non-
communicable conditions will account for 78% of deaths in developing
countries. Those involved in international cooperation must be aware of
the effect this transition will have on the health and medical needs of de-
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veloping countries. Now let us look at the future priorities for cooperation.

In 1996 the Development Assistance Committee of the Organization
for Economic Cooperation and Development published Shaping the 21st
Century: The Contribution of Development Cooperation, which outlined
the DAC’s new strategy for improving the quality of life of all human be-
ings. The strategy calls for the alleviation of poverty, for social and envi-
ronmental sustainability and regeneration, for economic development
through the participation of developing countries in globalization, and
for a strengthening of the role of government in order to achieve these
goals. Practical policies must be formulated to achieve the following
health-related targets set by the DAC.

Infant Mortality The DAC’s strategy states: “The death rate for infants
and children under the age of five years should be reduced in each devel-

. oping country by two-thirds the 1990 level by 2015.” In countries where
the under-five mortality rate is higher than 150 (32 out of 193 nations,
with an average per capita income of $425, according to UNICEF’s State
of the World’s Children, 2001), the key to improving children’s health in
the short term lies in PHC services aimed at preventing epidemics. Then,
once the prospects look a little brighter, a realistic approach would be to
shift the priority to quality control and standardization of PHC; measures
to improve nutrition, health, and education for mothers and other
women; and the introduction of advanced medical technology.

Maternal Mortality The DAC strategy calls for the rate of maternal mor-
tality to be reduced by three-fourths the 1990 level by 2015, a significant
pledge. Achieving this goal will be extremely difficult, however. For a start,
maternal mortality statistics in developing countries are highly inaccu-
rate. As long as pregnancy and childbirth are regarded as physiological
phenomena that do not require medical attention and as long as most
births—especially in rural areas—occur in the home and are unattended
by trained health workers, the deaths of many newborns and even some
mothers will continue to go unreported. Furthermore, there are many cul-
tural and social factors that prevent women from receiving appropriate
health and medical services, even if they feel unwell or appeal for help. It
is vital that those engaged in international cooperation aimed at helping
women take these cultural and social factors into consideration.
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Reproductive Health Maternal mortality is where the health and med-
ical gap between industrial and developing nations is widest. According
to the DAC strategy, “Access should be available through the primary
health-care system to reproductive health services for all individuals of
appropriate ages, including safe and reliable family planning methods, as
soon as possible and no later than the year 2015.” It is vital that this tar-
get is met. The international community should make this goal a top pri-
ority for improving women'’s health, an area in which progress has been
much slower than in children’s health.

Future international cooperation—in whatever field—will be based not
on the unilateral transfer of technology and knowledge from industrial
countries that have these resources to developing countries that do not
but on the understanding that taking appropriate measures to protect
one’s health is necessary for the sound development of the community to
which one belongs and to the stability of international relations and is the
moral responsibility of people around the world.

William Welch, who in 1916 founded the Johns Hopkins University
School of Hygiene and Public Health to train health specialists for devel-
opment—the oldest such institution in the world-—said that raising hy-
gienic standards in the community and improving people’s health con-
stitute major social investments. I would add that relying exclusively on
economic indicators to assess health and education levels is unreasonable,
for the outcome of improvements in these areas take time to appear; ap-
propriate indicators to estimate progress in these fields should be pro-
posed. Also, I would stress the importance of human-resources training
to give people the knowledge necessary to undertake improvements by
themselves in the highly complex fields of health and medical care.
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